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Accepted 20 July 2006Acute compartment syndrome is an orthopaedic
emergency common in lower limb, less common in
upper limb and gluteal compartment syndrome is
rare. We describe a patient with simultaneous fore-
arm and contralateral gluteal compartment syn-
drome. The forearm compartment syndrome was
diagnosed clinically and confirmed with intraopera-
tive findings. The gluteal compartment syndrome
was diagnosed clinically, confirmed with invasive
compartment pressure measurement and intrao-
perative findings.
This case report is intended to highlight the fact
that compartment syndrome in one compartment
can be followed by compartment syndrome in
another region in the body. A high index of suspicion
is required. Early recognition and treatment is the
key to prevent complications.Case report
A 13-year-old boy presented to the accident and
emergency department in our hospital with com-
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Open access under the Elsevier OA licethe right forearm and hand. There was a history of
alcohol consumption the night before and sleeping in
an awkward position with the right forearm possibly
trapped beneath his back. There was no significant
past medical history.
The boy was systemically well but had a tense
swelling in his right forearm and hand with asso-
ciated blistering and erythema (Figs. 1 and 2).
Passive dorsi/volar flexion was very painful with a
weak radial pulse and hypoesthesia in both median
and ulnar nerve distribution. He also had erythema-
tous patches over his left gluteal region, both ankles
and left shoulder. His haematological investigations
revealed an elevated, creatine kinase of 79,692 IU/
L, white cell count of 26.8  109/L, alkaline phos-
phatase 813 IU/L and an increased aspartate trans-
aminase of 1646 IU/L. C-reactive protein was
10 mg/ml. The alcohol levels were not measured.
A provisional diagnosis of acute compartment
syndrome of forearm and hand was made and an
emergency fasciotomy was performed for the right
forearm and hand. This revealed some darkening of
the flexor digitorum profundus belly but the muscle
was contracting and bleeding and therefore was not
debrided.Dorsal compartmentwasnot involved.Due
to thepresenceof generalisederythematous patches
and unhealthy looking deep fascia a differential
diagnosis of an early necrotising fascitis was also
considered and therefore tissue and fluid samplesnse.
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Figure 1 Note the blistering and erythema over forearm
and hand.were sent for culture and sensitivity and histopathol-
ogy. Serum ASO titres were within normal limits. The
patient was managed on intravenous flucloxacillin,
benzylpenicillin and high dose clindamycin as per the
advice of microbiologist.
On the first post-operative day, he started com-
plaining of severe left gluteal pain and invasive
compartment pressure measurement revealed an
absolute pressure of 69 mmHg in the gluteal muscles
and 21 mmHg in the thigh. An emergency fasciotomyFigure 2 Note the flexed position of fingers and swelling
of fingers, thenar and hypothenar area.was performed for the left gluteal and thigh area
which revealed discoloured, non-contracting glu-
teus maximus and minimus. Tissue and fluid cultures
from both these sites failed to grow any organism.
Histopathology revealed no signs of atrophy/necro-
sis with areas of haemorrhage between the muscle
fibres. The patient started improving clinically as
well as on haematological parameters on the third
post-operative day. Creatinine kinase came down to
25,442 IU/L and white cell count to 14.8  109/L
although C-reactive protein showed a minor rise to
33 mg/ml.
On the nineth post-operative day the plastic
surgeons closed the gluteal wound secondarily and
the forearm wound was managed by vacuum
assisted closure. There were no signs of infection.
Finally split skin grafting was performed at 2 weeks
post-operatively. The patient suffered no morbidity
from the gluteal site but had a minor degree of
Volkmann’s ischaemic contracture of the right fore
arm which improved after intensive physiotherapy.
He has finally regained good function in his right
forearm.Discussion
Compartment syndrome (CS) is a condition in which
increased tissue pressure within a closed osteofas-
cial compartment compromises blood flow to mus-
cles and nerves within that compartment, which
results in tissue and nerve damage. We are not
aware of any previously reported case of acute CS
in forearm followed with gluteal CS or CS elsewhere.
There is an exhaustive list of possible etiologies.
Although trauma is the most common etiological
factor, CS has been shown to occur following minor
trauma, strangulation of the extremity, crush inju-
ries and drug and alcohol abuse.2,4,9 You need to have
a low threshold to diagnose1,6 and treat with fasciot-
omy.3,5 The functional outcome is far better if fas-
ciotomy is doneearlier, i.e.<12 h.10Muscles tolerate
4 h of ischaemiawell, but by 6 h results are uncertain
and after 8 h, the damage is irreversible.12 If diag-
nosed late, fasciotomy is less beneficial and there is a
risk of infection in the necrotic muscle.
Gluteal compartment syndrome is rare, often
missed or diagnosed late because of its rarity and
anatomical location.7 If left untreated, it can lead
to rhabdomyolysis, renal failure and sepsis earlier
because of large muscle group and delay in diag-
nosis.7,9 CS in gluteal region commonly occurs in
people who lie in one position as a result of alcohol
or due to drugs7,9 and can involve the sciatic nerve.8
The clinical picture sometimes can be confused
with necrotising fascitis [type 2] as was seen in this
80 A. Rampurada et al.case. The boy was systemically well. ASO titres were
within normal range and cultures were negative.
Early fasciotomy is advised if CS is suspected.1,11
The purpose of this case report is to highlight the
occasional unusual presentation of compartment
syndrome at two sites in the body which can confuse
the clinician as it did in this case. A high index of
suspicion is required to diagnose such a situation and
enable prompt surgical decompression in order to
minimise complications.References
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